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EDITORIAL 


The future is still orange! 

SCAN members should by now have 
received their Xmas present from the 
SCAN team by post, in the form of the 
2007 edition of the "orange" 
guidelines on clinical management of 
drug misuse and dependence! We 
welcome the publication of this 
document. The last edition, published 
in 1999, while helpful in its time, had 
been overtaken by advances in the 
evidence base and the publication of a 
myriad of policy documents, 
frameworks, guidelines and technology 
appraisals. 

So a new edition is timely to set 
the expected clinical standards for 
practitioners in the field and to provide 
a framework for the delivery of best 
practice in the context of the available 
evidence, the relevant legislative 
framework, and NICE 
recommendations. 

What are the implications for 
SCAN members? First, we feel that the 
new guidelines are essential reading for 
all clinicians who manage drug 
misusers, medical practitioners in 
particular. The foreword states that, 
although the guidelines "have no 
specific statutory status.. ..any clinician 
not fulfilling the standards and quality 
of care in the appropriate treatment of 
drug misusers as set out in these 
guidelines will have this taken into 
account if, for any reason, their 
performance in this clinical area is 
assessed." 

We take this to mean that the 
General Medical Council and other 
statutory bodies will use the guidelines 
as the standard for expected practice. 
Those practising markedly outside of 
these norms run the risk of censure. 

This should help to standardise and rein 
in some of the extremes of practice 
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Blood-borne viruses: the role 
of addiction services 


DrJohn Dunn -Lead Consultant in 
Substance Misuse, Camden & Islington 
Mental Health & Social Care Trust, London 
and Clinical Team Lead, National Treatment 
Agency for Substance Misuse*. 


THE recent NTA/Health Care Commission 
Harm Reduction Audit revealed a wide 
diversity of practice in substance misuse 
partnerships in relation to overdose 
prevention, prevention of drug-related deaths, 
screening and vaccination for blood-borne 
viruses and needle exchange provision. In this 
article I propose to focus on blood-borne 
viruses, in particular what drug treatment 
services can do to ensure that the maximum 
number of at-risk clients are offered screening 
for blood-borne viruses and vaccinated against 
hepatitis B. 

What are we being asked to monitor? 

The National Drug Treatment Monitoring 


System has two data fields for hepatitis B and C 
testing status and a further field for the number of 
hepatitis B vaccinations received. (See box 1.) 

Although these questions are self 
explanatory, there needs to be consistency and 
reliability in how and when they are asked and by 
whom. 

For example, at one extreme generic drugs 
workers with limited competencies for, and 
knowledge of, blood-borne viruses (BBVs), 
working in a satellite service with no other health¬ 
care professional available, may simply ask if the 
client has ever been tested. 

If the client replies “no”, he or she may be 
signposted to the nearest testing and vaccination 
service, with the “offered and accepted” boxes 
being ticked, even if the client never makes it to 
the appointment. At the other extreme the client 
may be assessed by a BBV nurse or a doctor, have 
the blood taken for screening and given the first 
hepatitis B vaccine, all at the same appointment, 
and with the same box being ticked. 

page 2, column 1 


Influencing 
alcohol policy 

An interview with 
Prof Ian Gilmore 4 


Review of 
new Clinical 
Guidelines 6 


, _ 

.ire dctwndiro 

, * Ill. cm 


Opioids and 
the heart 8 



www.sccm.uk.net 




managing | 
suicide 
risk 9 

























BLOOD-BORNE VIRUSES 



Blood-borne viruses: the role of the addiction specialist 


-> 


NDTMS data fields for hepatitis 

1. Hepatitis B intervention status 

• offered and accepted 

• offered and refused 

• not offered 

• immunized already 

• acquired immunity 

2. Hepatitis B vaccination count 

• one vaccination 

• two vaccinations 

• three vaccinations 

• course completed 

3. Hepatitis C intervention status 

• offered and accepted 

• offered and refused 

• not offered 


BOX © 


Past results 

For hepatitis B the “immunized already” and 
the “acquired immunity” data fields raise 
questions about the reliability of patient recall 
in relation to blood test results. In an audit we 
undertook in North London, the reliability of 
self-reported hepatitis and vaccination status 
was low 

This is not too surprising when one takes 
into consideration the range of possible 
results: there are three types of hepatitis 
commonly tested for along with Hiy any of 
which the client may have been exposed to, 
three of which can lead to chronic infection, 
and two of which the client may have been 
partially or completely vaccinated against, 
giving a very large number of possible status 
permutations. Therefore, should these boxes 
be filled in only if there is objective 
confirmation of past results and vaccination 
records? If so, how can we obtain past results, 
which may have been filled in prison 
healthcare records, GP records, hospital case 
notes or drug treatment service records? 
Because the client will need to give written 
consent to obtain previous results, a standard 
letter requesting them, with a space for the 
client’s signature, would be a useful aid. We 
have tried using such a letter in the service 
where I work with a high level of response, as 
long at the previous treatment service can be 
reliably identified. 

But is it worth making the effort to obtain 
past results when the client could simply be 
asked to give consent to have the blood tests 
repeated? The answer is not straightforward, 
and has four components: 

i what proportion of clients have been 
previously tested? 

ii might the result have changed since last 
test? 

iii what savings might be accrued from not 
repeating tests unnecessarily? 

iv depending on the state of the patient’s 
veins, how accessible are they to 
venepuncture? 


We performed an audit of all clients entering 
our prescribing programme over a six-month 
period and found that 76% reported previous 
tests for blood-borne viruses, which had been 
undertaken by a range of services including: 
prison healthcare, GPs, specialist hospital 
inpatient or outpatient services and other drug 
treatment clinics across the full range of tiers. 
Eighteen percent said that they had received 
some or all of their hepatitis B vaccinations. 

Some test results, once positive, will stay 
positive and do not need to be repeated (e.g., 
hepatitis A antibody, hepatitis B core antibody, 
hepatitis C antibody and HIV antibodies). 
However, in all cases it is important that 
documentation of these results is based on 
objective evidence rather than relying on client 
report. The audit that we undertook illustrates 
the high level of past testing that clients have 
been exposed to and demonstrates that a 
significant proportion of clients falls into the 
category of having results that once positive do 
not need repeating. See Box 2. 

Hepatitis Audit results 

• 76% of clients starting treatment had had 
previous BBV screening. 

• Of those clients for whom results were 
available: 41% were hepatitis B core 
antibody positive (i.e. acquired immunity). 

• 68% were hepatitis C antibody positive 

• 20% of hepatitis C antibody positive clients 
were PCR negative: many of whom were at 

low risk of re-infection. _ 

BOX © 

What should we test for? 

Hepatitis B - surface antigen and core 
antibody. In some laboratories a request for a 
hepatitis B screen may result in only the 
surface antigen being tested for. This is 
particularly true of antenatal services, where 
current infection is the focus of investigation. 
This needs to be borne in mind if past results 
are being sought, so the context of the testing 
is important. If the patient reports having been 
vaccinated in the past, it would be useful to test 
for the surface antibody, which is what the 
vaccine induces. A client with acquired 
immunity will have a positive core antibody and 
this result will not change and does not need to 
be repeated. A client who is negative for both 
the surface antigen and the core antibody has 
not been exposed to hepatitis B and is 
therefore vulnerable to infection and should be 
vaccinated, unless this has already happened. 
Hepatitis C - antibody. 

An antibody negative result usually means that 
the client has not been infected with hepatitis 
C but is still vulnerable to infection if he or she 
continues to be involved in risk behaviour. A 
positive antibody result shows that the client 
has been infected with hepatitis C, and a PCR 
test should then be performed. Some 


laboratories do this automatically on all 
antibody positive results, others only if 
requested to, so writing on the request form 
“do PCR if antibody positive” will save the client 
from having to be re-bled. 

The PCR test detects hepatitis C RNA 
which shows that the virus is actively 
replicating. If the PCR result is negative 
(“undetectable”) then the person has 
spontaneously cleared the virus and is no 
longer infectious. This would also be the results 
if the client had been successfully treated for 
hepatitis C and had a sustained viral response. 

Approximately 2096 of hepatitis C antibody 
positive individuals spontaneously clear the 
virus without treatment. There is evidence that 
a person can be re-infected with hepatitis C, in 
particular with a different viral strain. 1 

If the PCR result is positive (“detectable”), 
then the virus is actively replicating and the 
client is infectious. Some laboratories will 
automatically report the PCR viral load on all 
PCR positive samples. 

HIV- antibody. Laboratories often test for both 
HIV 1 and HIV 2 sub-types. If the test is positive 
the client has been infected with HIV If 
negative, infection has not taken place, but if 
the client is involved in risk behaviour, they are 
vulnerable to future infection. Clients with a 
positive test result will need a second 
confirmatory test - either a second antibody 
test or an HIV viral load. 

For all these blood-borne viruses, there is 
a window period between initial infection and 
the development of the antibody response. 
Therefore, if exposure is recent the test will 
need to be delayed or repeated when this 
window period has passed. 

The new Clinical Guidelines give detailed 
information on prevention, diagnosis, 
investigation and treatment of blood-borne 
viruses within the wider context of addressing 
the health needs of drug users. 2 

Cost of testing and vaccination 

Box 3 shows the cost of a range of antibody 
tests obtained from a local NHS Trust in May 
2007. The prices of the vaccines were obtained 
from the March 2007 edition of the British 
National Formulary 


Cost of antibody tests 

• Hepatitis B surface antigen (HBsAg) -£10.00 

• HBcore antibody-£10.00 

• HB s antibody-£10.00 

• Hepatitis C antibody-£ 15.00 

• Hepatitis C PCR-£75.00 

• HIV 1 and 2-£10.00 

• Hepatitis A antibody-£10.00 

• Hepatitis A vaccine x 2-£38.38-£47.62 

• Hepatitis B vaccine x 3-£37.03-£38.97 

BOX © 
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EDITORIAL / CONTINUED 


At the recent SCAN conference a question was 
raised as to whether it would make more 
sense to vaccinate all clients against hepatitis 
B, rather than testing them all and only 
vaccinating those who are susceptible to 
infection. Taking only the cost of the vaccine 
into consideration, to vaccinate 100 clients 
against hepatitis B would cost around £3,897. 

If they were all screened first and only the 
60% who did not have acquired immunity 
were vaccinated, the total cost, including the 
laboratory costs of the appropriate hepatitis B 
antibodies and antigens, would be around 
£4,338. So at the individual treatment service 
level it might make financial sense to vaccinate 
all clients as they present to treatment. It 
might also improve overall vaccination 
completion rates by starting this process at the 
point of initial assessment, rather than having 
to wait for test results to come back first. 

However, if the majority of clients have 
had previous contact with treatment services 
(specialist prescribing, Gfi prisons, detox and 
rehab, etc), then the cost to the whole health 
system of repeatedly vaccinating clients, who 
during a drug using career may have multiple 
contacts with treatment services, could be 
very high. At present we do not have a reliable 
system for confirming which clients have 
already completed their course of vaccines, so 
some level of repeat vaccination would be 
inevitable. 

A major disadvantage of vaccinating all 
clients against hepatitis B without screening 
them first, would be that clients with chronic 
hepatitis B or those acutely infected but 
asymptomatic would not be identified. There 
is now effective treatment for patients with 
chronic hepatitis B and clients with acute 
infection require monitoring. 

The true cost of vaccinating all comers or 
testing and selectively vaccinating susceptible 
clients goes beyond the cost of the vaccines 
and tests and includes that of employing staff 
to take blood, administering vaccines, 
transport, interpreting results, referring clients 
to specialist treatment services, etc. The only 
way to resolve this issue would be by 
evaluating the true costs of different models of 
BBV service provision. [Presumably also the 
cost of treating patients who do not complete 
the vaccination course and go on to develop 
severe liver complications would also come 
into this calculation, and could have a major 
impact on the cost effectiveness of routine 
vaccination - Ed.] 

Who should test, when and where? 

A wide range of professionals could do the 
screening for blood-borne viruses as long as 
they have the skills and competencies to do 
so, for example: a blood-borne virus nurse, 
any competent nurse, a Gfi an addiction 
psychiatrist, any competent doctor or a 


phlebotomist. In some specialist hospital 
outpatient clinics, such as diabetic clinics, 
administrative staff have been trained in basic 
clinical skills such as phlebotomy and urine 
testing, so in principle this is an area generic 
drugs workers and even reception staff could 
be trained in. However, it is important to 
distinguish between the skills and 
competencies needed to take blood and those 
needed to discuss the pros and cons of having 
the blood test with a client, the interpretation 
and explanation of results and the discussion 
of appropriate care pathways and treatment 
options. 

The ‘when’ and ‘where’ of testing is also 
an area for discussion. A variety of models are 
in place around the country These range from 
peripatetic BBV nurses who do outreach work 
or satellite clinics in a range of drug treatment 
services to more centre-based testing and 
vaccinating services. Opportunistic testing is 
often seen as the way of ensuring that as many 
clients as possible are tested, by offering the 
intervention whenever they happen to be in 
the service. In this model clients would be 
able to access BBV services when they attend 
for their usual appointments or when picking 
up prescriptions or medication. Anecdotal 
reports suggest that appointment-based BBV 
services are not the most efficient way of 
working with this client group. 

Electronic databases can be useful aids for 
readily identifying clients who have and have 
not been tested and for programming 
reminders for when vaccinations are due. 

Care Pathways 

It is important that clear care pathways are 
developed for clients whose blood results will 
require a specific action plan, for example, 
acute or chronic hepatitis B, chronic hepatitis 
C and HIV infection. Referral rights for 
specialist consultation need to be clarified and 
rapid access to specialist HIV services for 
newly diagnosed cases. From a training point 
of view, Specialist Registrars would be advised 
to gain knowledge of the treatment 
interventions available for hepatitis C and Hiy 
perhaps by sitting in on specialist clinics 
during their special interest sessions. All drug 
treatment services should foster links with 
their specialist hepatology and HIV services so 
that they can liaise over clients in common, 
where consent for this has been obtained. 

Some specialist HIV and hepatology 
services have developed outreach clinics in 
drug treatment services and work closely with 
substance misuse BBV nurses. This is an area 
that would benefit from expansion, 
particularly in the hepatitis C field, where 
unless we engage significantly more clients in 
treatment we cannot hope to have any impact 
on the prevalence and incidence of hepatitis C 
infection. 



Dr John Dunn 
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occasionally encountered, and this is to 
be welcomed. 

Second, the guidelines are about 
promoting the quality of treatment 
rather than the quantity, which is also to 
be welcomed. However, we anticipate 
that this may throw into sharper relief 
some of the existing conflicts between 
the commissioning agenda and 
clinicians providing the best care to 
individual patients. Commissioning 
continues to be led by patient volumes, 
and waiting time and retention targets 
which are closely monitored. The 
guidelines on the other hand aim to 
raise the standards of individual care 
based on best evidence. But many of 
the treatments recommended in the 
guidelines are not routinely available in 
all services. For example, some services 
are currently unable to prescribe 
methadone or buprenorphine according 
to patient need, or with the level of 
monitoring recommended, due to 
limitations of prescribing budgets or 
service level agreements written, in 
some cases, many years before 
publication of these guidelines. Also 
interventions such as family therapy or 
contingency management, while 
promising, may be difficult to 
implement without additional funding. 
So there is a danger that practitioners 
are caught between trying to comply 
with conflicting requirements. On the 
plus side, however, the guidelines 
should provide an authoritative 
reference point for discussions between 
practitioners, NHS trusts and 
commissioners locally, as well as 
national policy developments. 

Third, we welcome the document's 
emphasis on clinical governance as a 
guiding principle for best practice. While 
this has been a key plank of improving 
quality in the NHS for the past decade, 
we feel clinical governance has so far 
received insufficient attention in 
guidance specifically related to the drug 
misuse treatment field. SCAN is 
currently scoping ways in which it can 
support clinical governance at a national 
level. 

Overall, the new clinical guidelines 
are a welcome and timely development. 
What is now needed is consideration of 
how clinicians can be supported to 
implement them fully, and a debate 
about how the conflict between 
quantity and quality of treatment can be 
addressed. This is unlikely to happen 
instantly, but at least the future is still 
orange! 

Prof Colin Drummond, SCAN lead & 

Dr Judy Myles, SCAN policy advisor 
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INTERVIEW 


Bringing the 
field together 
on alcohol 
and public 
health 

Professor Ian Gilmore is the 
President of the Royal College of 
Physicians and a consultant 
gastroenterologist in Liverpool. He 
has a longstanding interest in 
alcohol policy and has recently 
formed the Alcohol Health Alliance 
as a means to bring the field 
together in raising the profile of 
the health harm of alcohol on the 
public policy agenda. Colin 
Drummond interviews him for 
SCANbites. 


CD How did you become interested in 
alcohol issues? 

IG What I should make clear from the start is 
that I am not an addiction specialist and have 
no expertise in that area but I did work for 6 
weeks as an auxiliary in an acute psychiatric 
ward while I was a student at Cambridge. I 
also did a degree in psychology at 
Cambridge, and maybe that was one reason 
why I didn't become a psychiatrist! But my 
way into alcohol related problems was 
through being a liver specialist. I started off in 
general medicine, and it was the liver side of 
gastroenterology over my 25 years or so as a 
consultant that has interested me most. 
Alcohol is the most common cause of liver 
damage and therefore one inevitably 
develops an interest in alcohol issues. Later 
when I was Registrar of the College, Sir 
George Alberti encouraged me to set up a 
working party to look at the impact of alcohol 
on the NHS and how can the NHS afford it? 

CD Do you think more could be done to 
tackle the problem of alcohol in the 
general hospital setting? 

IG I think that there is still a lot more could 
be done. We have just done a survey of 
gastroenterologists, and they report seeing 


more alcohol related problems in acute 
hospitals. Many of them are frustrated 
because they have tried for some years to 
get more support to develop alcohol 
services. Addiction psychiatry services are 
very thinly stretched in many parts of the 
country. 

We need a 'champion' for alcohol services in 
each hospital to ensure that the issue is 
taken seriously and initiatives are introduced. 
Also I think that a modest investment in 
alcohol health workers is the biggest single 
difference that could be made in acute 
hospitals. The culture needs to change. 
Health professionals need to realise that 
these are not heart sink or revolving door 
patients, and we can actually do something 
useful across the spectrum, from those 
people drinking hazardously to the severely 
dependent. There are options other then just 
sewing them up and sending them out 
again from the A&E! 

CD Some alarming official statistics on 
the increasing number of people with 
alcoholic liver disease being admitted to 
hospital were published recently. What 
do think are the drivers behind that 
increase? 

IG There is no doubt that alcoholic liver 
disease and other alcohol related health 
conditions are increasing in the UK. When 
you look at the general population 
consumption data, such as the general 
household survey, we are drinking more than 
20 years ago. But the rise in alcoholic liver 
disease is disproportionately greater than 
could be explained by this alone. A lot more 
research is needed to understand the 
relationship between drinking and liver 
disease. 

CD You have highlighted the issue of 
people starting to drink extremely 
heavily at a younger age, young women 
in particular. Do you think that changes 
in the way that young people are 
drinking may be partly responsible for 
this change in prevalence liver disease? 

IG I am sure people starting to drink heavily 
at a younger age is the cause of the shifting 
age spectrum of liver disease, and why we 
are seeing this in people in their 20 or 30s 
with established liver problems. But whether 
there has been a more fundamental effect of 
people starting earlier and whether there is 
an increased vulnerability in young teenagers 
is currently unclear but would be very 
interesting to look at. 

CD The government has recently 
signalled a review of the licensing 
changes that occurred two years ago. 
What do you think should happen now? 


...there is a huge 
health inequality issue 
in the physical and 
mental consequences 
of alcohol misuse 


IG I welcome a fresh look at this. Certainly 
we argued strongly that liberalising the 
licensing law was unlikely to change the 
culture as the government thought it might. 

I think my phrase on the Today programme 
that gained some currency was that 'it is 
fanciful to imagine a change in licensing 
hours would lead to a wine sipping 
continental culture', which proved to be the 
case. Rather it has probably made matters 
worse, with some evidence such as the study 
from St Thomas' Hospital, that there is a 
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bigger burden on the A&E department, and 
presentations are spread throughout the 
night rather then peaking at what was 
previously the universal closing time. But I 
have always been more concerned about the 
impact of the off licences sales (24 hour 
supermarkets, corner shops, petrol stations), 
and I think this is the area that the 
government should look closely at that. 

CD You have recently launched the 
Alcohol Health Alliance. Can you tell me 


what that is and what are its aims? 

IG As the name implies it is an alliance and 
we are not seeking detract from the identity 
of the parent bodies that are represented. 

But it became apparent to me and other 
health colleagues, firstly that the spotlight 
always seems to be on antisocial behaviour 
and crime rather than the health 
consequences. This is probably because it is 
easier for the alcohol industry to focus 
concern on, and to demonise, young people 
getting drunk on a Saturday night. So our 
first concern is to get the spotlight back onto 
the even more serious health problems of 
alcohol misuse. 

Second, I was aware that many of us were 
talking to the media and trying to influence 
the government in a genuine way but not 
always using the same arguments. 

It is very easy to dismiss advice if there are 
differences between organisations by saying 
'if they can't agree amongst themselves, 
then why should we listen?' So the idea was 
bring the various players in the field together 
to agree on key priorities, and where 
possible to agree a key 'core script' so we 
could be effective in putting the health case. 
The longer term aim is to spawn a more 
cohesive influential lobbing organisation. An 
analogy that came to mind was Action on 
Smoking and Health, which the Royal 
College of Physicians formed in 1971 for 
very similar reasons. The College has a very 
wide health remit and campaigning is not 
our main business. But I think there is a need 
for some serious campaigning in the field of 
alcohol misuse so it would be very helpful to 
have another body out there that we are 
able to support, but we are not directly 
responsible for on a day to day basis. 

CD What are the plans for the Alcohol 
Health Alliance? 

IG We had a successful launch about two 
weeks ago and produced the document 
with key messages that went to the media 
and to all MP's and other bodies. We did 
agree a core script and there were three 
areas the Alliance has highlighted. One was 
that alcohol treatment and prevention 
programmes should be better funded. With 
so many alcohol dependent individuals in the 
country, our concern is to draw attention to 
the scandalous lack of access to good 
treatment facilities right across the spectrum 
from early interventions to inpatient 
programs. The second key issue was that we 
should concentrate on evidence based 
health policies, including price and 
availability. The obvious way to modulate 
price is through taxation which could have 
large impact on the alcohol problem. The 
third area was stronger industry regulation, 
firstly through better enforcement of the 


existing laws on serving alcohol to under age 
drinkers and serving people who are drunk. 
We also advocate proper implementation of 
the existing code of advertising and, where 
appropriate, extending regulation, for 
example, on the watershed for advertising 
alcoholic beverages and looking at sport 
sponsorship by the alcohol industry. 

CD How do you feel that other colleges 
like the RCPsych and addictions 
specialists in particular could help to 
support this intuitive? 

IG We have been delighted from the 
enthusiasm and support from all the players 
in the field. In particular the RCPsych and 
addiction specialists have been really positive 
in offering support and involvement. I think 
that addiction specialists recognise that there 
has been a mismatch of government support 
for illicit drug problems versus alcohol harm. 
That doesn't mean to say that we wish to 
see resources being taken away from drug 
services, but the balance is clearly not 
reflected to the degree of harm in society. 

CD The government recently 
announced a new public service 
agreement target to reduce the number 
of alcohol admissions to hospital. Do you 
think that will have any impact? 

IG I hope so. I have certainly been 
heartened by visiting various PCTs and 
hearing how they acknowledge that alcohol 
is now a key factor in the health of their local 
community. While there are real signs of 
progress on how well they tackle cancer and 
heart disease, alcohol related health harm is 
bucking the trend as the one area that is 
increasing. I think that one of the key 
concerns that Sir Michael Marmot has drawn 
attention to is the fact that we may be 
drinking more across the board in all 
socioeconomic groups, but it's the poor and 
the disadvantaged who seem to be bearing 
a disproportionate brunt of the damage. So 
there is a huge health inequality issue in the 
physical and mental consequences of alcohol 
misuse. 

CD We have had a long period in the 
UK in which there has been a policy 
vacuum around alcohol issues. Do you 
feel more optimistic now that we are 
starting to move forward in the right 
direction? 

IG I have been involved, at least peripherally, 
in alcohol policy making in the last eight 
years, and I do sense that we are maybe near 
a tipping point that perhaps took 45 years to 
achieve in relation to smoking. I think there is 
a recognition that we can't afford to wait 45 
years to bring about changes in the way that 
our society handles alcohol. 


We need a 
'champion' 
for alcohol 
services in 
each hospital 
to ensure that 
the issue is 
taken 
seriously. 
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2007 has brought the arrival of the 
new and updated "Orange Book" - 
Drug misuse and dependence: UK 
guidelines on clinical management. 1 
Its predecessor from 1999 has been 
the 'bible' of clinical practice for the 
last eight years and during this time 
addiction services have seen many 
developments: the launch of the 
National Treatment Agency; Models 
of Care and more recently two NICE 
guidelines. The new guidelines, 
published jointly by DH and the 
devolved administrations, are a 
welcome addition, which promise to 
enhance and give structure to our 
clinical practice. They are evidence- 
based and throughout the whole 
document there is reference to NICE. 

Of note in chapter 2 is the 
information on non-medical 
prescribing, which is divided into 
supplementary and independent non¬ 
medical prescribing. The section on 
the roles of doctors in treating 
substance misuse, part of chapter 2 
in the 1999 edition but currently in 
Annex A1, has been expanded to 
include "other doctors caring for 
substance misusers". This includes 
GPs providing all levels of care within 
a variety of service delivery models. 

Chapter 4 is dedicated to the 
psychosocial components of 
treatment. The first part is a 
thorough description of key working, 
incorporating the value of the 
therapeutic alliance. It then moves 
on to describe various formal 
interventions including support 
for contingency management with 
plans to provide guidance on 
implementation. There are 
recommendations for mutual aid/self 
help and brief interventions. Special 
attention is given to those who have 
comorbid mental health problems 
with advice on evidence based 
treatment and reference to the NICE 
guidelines for anxiety and depression. 

Chapter 5 gives guidance on all 
aspects of pharmacological treatment 
for drug misuse. The process of 
starting, maintaining, supervising and 
stopping treatment is discussed, but 
particular attention is paid to 
methadone and buprenorphine. Of 


note there is a change to guidance 
on supervised consumption, which 
breaks from a rigidly interpreted 
three months of supervision and 
emphasises the role of clinical 
judgement. This is recommended for 
both methadone and buprenorphine; 
which may be an issue for some 
services. 

Chapter 6 covers harm 
minimisation, testing for blood-borne 
viruses and drug misusers who 
misuse alcohol or tobacco. Advice is 
given on management of hepatitis A, 
tetanus and tuberculosis in addition 
to Hepatitis B, C and HIV. One 
recommendation is that those who 
continue to inject drugs or use 
alcohol should not be excluded from 
antiviral therapy as a result of these 
behaviours. Advice from the 1999 
guideline on cleaning injecting 
equipment to reduce risk of HIV 
transmission has been removed from 
the current guidance. Advice is given 
on referring patients to smoking 
cessation services. 

In chapter 7 specific populations 
are discussed. All prisons should 
promote safer injecting practices in 
prisoners who continue to inject. 
Advice is given on maintenance 
treatment and on detoxification in 
prisons. Before release re-induction 
onto substitution treatment should 
be considered. 

In terms of pregnancy, 
recommendations include 
continuation of buprenorphine, 
psychological interventions for 
cocaine users, advice on smoking 
cessation and alcohol use. 
Breastfeeding should be encouraged, 
except when the mother uses 
cocaine, crack, or high dose 
benzodiazepines. 

Co-morbidity between mental 
health problems and substance 
misuse are discussed. There is advice 
on joint working between mental 
health and substance misuse teams. 

Separate provision of services is 
recommended for younger substance 
misusers; those requiring long term 
treatment should be managed by 
children and family health, social and 
education services. 
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The increase in numbers of older 
drug misusers in treatment is 
considered. Care is recommended in 
this group with co-morbid physical 
problems, and with drug 
interactions. Advice is given on pain 
management for opioid users in 
acute and chronic pain. The 
opportunities to engage people in 
hospital or A&E are acknowledged 
with a minimum of health advice and 
service information provided. 

The annex provides invaluable 
information on prescription writing, 
patients travelling abroad, driving 
and on drug interactions. There are 
also principles of prescribing 
injectable opioids taken from the 
2003 NTA document. 2 Of particular 
interest is the inclusion of cardiac 
assessment and monitoring for those 
prescribed methadone. There are 
recommendations for monitoring 
those on high doses and with risk 
factors for QT interval prolongation. 
This will no doubt stimulate much 
discussion of how to implement this 
on a practical level within services. 

This is just a brief summary of our 
reading of the document and 
highlights some points of particular 
interest. The new 'Orange Book' will 
no doubt, deservedly, become the 
backbone of our clinical practice; it is 
a credit to the working group 
members and contributors. As 
clinicians it is now our job to ensure 
the information contained in the 
guidelines is cascaded to all members 
of our teams and enable services to 
change and develop delivering 
evidence-based care. 
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Pain and Substance Misuse: 
improving the patient experience 


P ain and substance misuse 

commonly occur together and 
have the potential to present 
challenges to clinicians. It is well 
recognised that pain patients treated 
appropriately with opiate 
medications can develop behaviours 
more commonly seen in substance 
misuse - such as ‘doctor shopping’ 
or drug-seeking - which clinicians 
find difficult to address. 1 Substance 
misusers often experience illnesses 
associated with pain with up to 37% 
of patients on methadone 
programmes experiencing significant 
pain. 1 These conditions affect quality 
of life and are appropriately treated 
with opiate analgesics, but general 
clinicians, whose judgement can be 
coloured by the presence of 
substance use problems, may 
struggle to treat these conditions 
consistently and effectively. 2 


In this context the British Pain 
Society published its consensus 
document for consultation in 2006. 3 
The document, developed by a 
group of professionals from 
addiction and pain management, 
presents a coherent, evidence-based 
and patient-centred framework for 
clinicians. It acknowledges the lack 
of a strong evidence base despite the 
prevalence of both pain and 
substance misuse in the general 
population. 

Key messages 

A key message of the document is 
the complexity of the pain 
experience. It is acknowledged that 
pain is affected by a range of 
biological, psychological and social 
factors. These factors must all be 
taken into account when assessing 
and treating pain and substance 
misuse. The role of the clinician is 


clinicians - recognising that many 
general clinicians will be dealing with 
these clinical challenges. Section 1 
addresses the physiological and 
pharmacological mechanisms 
associated with pain and substance 
misuse and outlines the treatment 
approaches recommended in the 
UK. 

Section 2 explores the legal 
frameworks which regulate medical 
treatment as well as exploring the 
potential implications of the 
Shipman Inquiry. 

Section 3 covers assessment in detail 
- emphasising the need for doctors 
to approach patient care objectively 
and to avoid making moral 
judgements or assumptions. It is 
emphasised that good clinical 
practice involves comprehensive 
assessment using a model including 
biological, psychological and social 
factors. Readers are directed to 
current national guidance 
documents for more detail. 

Section 4 considers likely clinical 
presentations and the practical 
solutions which will help address 
them. In particular it discusses 
aspects of service organisation and 
pathways of care between general 
and specialist services. Section 3 
presents the specific issues around 
palliative care, labour and prisons - 
clinical areas which add to the 
complexity of this patient group. 

Conclusions 

This document is a welcome 
addition to the clinical guidance 
available. It takes a position which 
acknowledges that pain and 
substance misuse are common and 
will therefore present in many 
clinical settings. It also recognises 
that these conditions can be 
challenging for clinicians. The key to 
success is access to valid information 
and the delivery of care within a 
coherent and comprehensive 
framework delivered by objective 
non-judgemental clinicians. 



scrutinised closely. It is 

emphasised that clinicians 
must be aware of their 
prescribing 
obligations. They 
must have 
knowledge of the 
biophysiological 
mechanisms 
their prescribed 
treatments are 
affecting as well 
as awareness of the 
legal frameworks 
within which they work 
when prescribing controlled 
drugs. Clinicians are 
reminded of the potential for 
prescribed opiates to be 
misused or diverted. 

Structure 

The document is 
structured to meet 
the needs of all 
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T he major identified cardiac risk for 
the opiate dependent patient is that 
of QT interval prolongation, that 
being an imprecise indicator of the risk for 
ventricular tachycardias, and Torsades de 
Pointe, the fatal endpoint of ventricular 
tachycardias. QT prolongation has already 
led to the withdrawal of a variety of 
psychotropic medications, e.g., 
thioridazine, and the long acting synthetic 
opioid, LAAM. 

There is evidence, some dating from 
as early as 1973, that methadone 
prolongs the QT interval in patients on 
methadone maintenance. 1 Methadone is 
a potent inhibitor of HERG (human ether- 
a-go-go) potassium channels and there 
have been numerous studies, mainly 
retrospective case note studies, of the 
correlation between methadone dose and 
QT interval. 2 ’ 4 There was no correlation 
found in the first of these studies but one 
was found in the second and third. All 
researchers recommended baseline ECG 
to identify those at risk prior to initiating 
treatment. 

Given that the majority of substitute 
prescribing for opiate dependency in the 
UK is with methadone, there are 
questions about how to accurately assess 
cardiac risk and make prescribing 
decisions that are pertinent for prescribers. 
This is particularly so since buprenorphine 
is not a potassium channel inhibitor, unlike 
methadone or LAAM, and therefore has 
been demonstrated not to affect the QT 
interval. Indeed, there is a case report of a 
high dose methadone patient with 
Torsades de Pointe being successfully 
transferred to buprenorphine with no 
recurrence of cardiac complications. 5 
Baker et al (2006) prospectively monitored 
the QT interval in patients prescribed 
buprenorphine and the combination 
buprenorphine/naloxone and found no 
QT prolongation 6 . It is also noteworthy 


that all the research in this field is being 
generated by cardiologists, not addiction 
specialists. 

Since both methadone and 
buprenorphine have been recommended 
by NICE for the treatment of opiate 
dependency 7 , clinicians now have a 
choice of pharmacotherapy according to 
patient need, but how do they make an 
informed choice? 

The current MHRA guidance 8 , 
incorporated in the recently updated 
Clinical Guidelines 9 , recommends that 
"patients with the following risk factors 
for QT interval prolongation be carefully 
monitored whilst taking methadone; heart 
or liver disease, electrolyte abnormalities, 
concomitant treatment with CYP 3A4 
inhibitors, or medicines with the potential 
to cause QT interval prolongation. In 
addition, any patient requiring more than 
100 mg methadone/day should be closely 
monitored." 

Given the profile of patients now 
presenting to addiction services for 
treatment, with poly substance misuse 
including alcohol, which also causes QT 
prolongation, the rate of co-morbidity 
with psychiatric disorders, particularly 
mood disorders, some requiring 
antidepressants, again increasing the 
potential for QT prolongation, and the 
significant numbers with liver disease, it is 
apparent that we may be dealing with a 
population at high risk. 

Additionally we do know that a 
percentage of the general population 
suffer asymptomatic congenital QT 
prolongation, which is more common in 
women than men. But the population 
prevalence in the UK is unknown, 
therefore the percentage of patients 
seeking treatment, who are at increased 
risk at baseline, is also unknown. 

The current guidance recommends 
"careful monitoring" but does not 


recommend baseline screening for cardiac 
risk or elaborate on what constitutes 
sufficiently "careful" monitoring. 9 This 
leaves it to individual clinical judgement 
and is dependent on the cardiology 
competencies of the clinician in accurately 
assessing the risk/need to screen, and the 
resources available. Certainly many 
addiction services do not have adequate 
physical examination facilities and few 
have an ECG machine or indeed medical 
staff who can confidently interpret ECG 
recordings. However it is clear that QT 
interval determines the risk of arrhythmia, 
that risk is increased in the elderly, 
females, those on antidepressants or 
antipsychotics, those concurrently using 
sedatives or alcohol and concurrently 
treated with antiretrovirals. One 
suggestion has been that we ask GPs to 
conduct ECG screening on patients being 
referred, but whether that is a practical 
solution has yet to be tested and would 
not allow for screening of the highly 
vulnerable self-referrals to direct access 
services. 

There are therefore several questions 
that need to be explored to allow us to 
best treat patients coming to our services: 

• Do we need to screen all new patients 
and assess cardiac risk when making 
prescribing choices? 

• Do we need to screen all patients 
prescribed methadone at regular 
intervals? 

• Should we prospectively screen patients 
at baseline to determine the risk in our 
treatment population? 

• Should we work more closely with GPs 
in thorough health screening of opiate 
addicts and would they be willing to 
conduct such screening? 

• Should addiction specialists focus on the 
physical health risks more generally in 
addicted patients and if so how is that 
to be resourced? 

• Should our Trusts be required to provide 
us with ECG machines and update our 
competence in interpreting the 
recordings or should we request ECG 
machines that provide a report? 

• Should we be conducting research into 
the cardiac consequences of 
opiate/opioid dependency? 

• Should we seek more resources to 
examine patients properly, probably 
including ECG machines that provide 
reports? 

We also should now, with the evidence 
and guidance available, be considering 
cardiac risk when making prescribing 
decisions. We should also be actively 
seeking research funding, together with 
cardiology colleagues, to conduct 
prospective studies of UK treatment 
populations to determine the risks and 
safest methods of substitute opioid 
prescribing. 
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On what evidence do we manage 
suicide risk in patients with 
alcohol problems? 


H azardous and harmful alcohol 
use and alcohol dependence 
have long been recognised as 
risk factors in the pathway to suicide. 

There are a number of complex 
interacting mechanisms by which this 
might occur: 

Pharmacologically alcohol is a 
respiratory depressant ; it therefore 
increases the lethality of other similarly 

acting compounds, when taken together at toxic levels (e.g. methadone) 
Intoxication with alcohol increases behavioural disinhibition , resulting 
in an increased likelihood of acting on an impulse, image or thought that 
might be resisted in the sober state. 

Alcohol promotes depressive symptoms , which raise suicide risk, by 
enhancing negative ruminations, leading to a sense of low self-esteem and 
hopelessness. These feelings are often amplified by the impact that 
continued drinking has on personal and social failures, increasing isolation 
and loss events (relationships, job, home etc). All these are independent 
risk factors for suicide and so the overall burden of risk is high. 

Finally, inadequate access to good treatment provision may further 
increase feelings of hopelessness and worthlessness in those who have lost 
all sense of self-efficacy 

At a population level, suicide rates in England and Wales have fallen 
from 11.95 per 100,000 in 1997 to 10.43 per 100,000 in 2004.1 However, set 
against this trend is the fact that all the indicators for alcohol consumption 
and hazardous drinking are increasing. Given the well established links 
between alcohol and suicide what impact might this have on the trends in 
suicide rates? 

The most recent report on avoidable deaths from the National 
Confidential Inquiry into Suicide and Homicide (NCISH) by people with 
mental illness reports on five years of data (2000 - 2004). 1 

The NCISH audits the suicides of current or recent patients of mental 
health services. Recently, annual rates have remained unchanged at 
approximately 2.9 per 100,000. Given the reduction in the general 
population rates, this equates to a relative increase (24 to 29% of all 
suicides) in the patients who were known to mental health services. 

This rise might be accounted for by the relative reduction in suicides at 
a population level, or it may represent an increase in the suicide risk of 
patients known to secondary care services. 

Within the NCISH, patients with an affective disorder as their primary 
diagnosis constitute the largest group (46%); those with a primary diagnosis 
of alcohol dependence constitute only 8% and drug misuse in only 3%. 
However, in patients of all diagnoses who died by suicide, a history of 
alcohol misuse was noted in 44%, drug misuse in 30% and both alcohol and 
drug use in 21%. Suicide rates in those with severe mental illness (requiring 
inpatient care) are particularly high in the first three months following 
discharge from hospital. In this group 47% were noted to have a history of 
alcohol misuse. 

Of the 491 patients with a primary diagnosis of alcohol dependence 
reported, 60% were unemployed, and 68% had an additional psychiatric 
disorder. They were more likely than those with other diagnoses to have 
missed their final appointment, and it was less likely that services would 
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have attempted to re-engage with 
them. 

So what does this mean in terms 
of suicide prevention in patients with 
alcohol dependence? 

Some of the inquiry results need 
to be interpreted with caution: they 
are based on retrospective data 
collected by clinicians who are not 
blind to the outcome for their 

patient; and it is not a case control study, so we cannot tell how commonly 
these factors also occur in patients who don’t go on to die by suicide. 

Good alcohol and drug histories are not routinely recorded in clinical 
notes and so these figures may underestimate the prevalence of alcohol 
misuse, and the impact it has on suicide risk. A previous case-control study 
of suicide in psychiatric patients showed that suicide rates were reduced in 
patients with known alcohol problems, but that the rate of recorded alcohol 
problems was low, suggesting that the risk might be increased in those 
whose alcohol use was not recognised. 2 

The NCISH reported that at final contact with services the immediate 
risk of suicide was assessed as low or absent in 86% of patients, yet 
recommendations from the inquiry include: 

• Community services to have an assertive outreach team 

• Written policies regarding the management of patients with dual diagnosis 

• Clinical staff receive training in the management of suicide risk at least 
every three years 

However, in terms of patients with alcohol problems, who are often 
excluded, either explicitly or implicitly, from acute adult services, the main 
areas for suicide prevention are likely to come from addressing the problem 
at a number of levels: 

• Reducing levels of drinking in the population, thereby reducing the 
proportion that drink hazardously - the least likely course of action, but 
the one most likely to be effective! 

• Adequate recognition and treatment of depression and alcohol misuse in 
primary care 

• Thorough assessment of alcohol use in all psychiatric patients 

• Dynamic risk assessment and awareness of protective factors for patients 
known to the service. 

We are unlikely to prevent all suicides in patients with alcohol problems, but 
a good therapeutic relationship with those at very high risk as well as 
promoting population strategies for those at lower risk is likely to have the 
greatest impact. 
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TRAVELLING FELLOWSHIP 


SPRS 


How does addiction treatment differ on 
opposite sides of the pond? 


In May of this year Specialist Registrar Dr Billy Boland 
went to the USA, courtesy of a SCAN Travelling 
Fellowship scheme, to visit three addiction centres. 

THE VISIT 


University of Connecticut (UCHC) and allied 
clinical services 

The first centre I visited was hosted by Prof Tom 
Babor. I had the chance to see two contrasting 
clinical services here. The Blue Hills Substance Misuse 
service is a State funded facility in Hartford, 
Connecticut and operates a multidisciplinary case 
management model that has remarkable similarity 
to specialist treatment services I am familiar with in 
the UK. 

Forty minutes from Hartford lies Middletown and 
the STAR programme, a state-funded inpatient 
treatment centre for women only. The service 
centred on an intensive schedule structured on a 
framework of a 12 step programme with group and 
individual sessions throughout the week and a 
contingency management plan running for the 
course of the stay. 

There is a strong portfolio of addiction research at 
UCHC. The focus here is upon public health 
interventions and clinical trials. I met with researchers 
who work with Prof Babor and learnt about some of 
their recent studies on brief interventions. The team 
were particularly interested in translating the 
promising outcomes from brief interventions into 
practice and were looking at what was required to 
make delivery of the interventions sustainable. 



Providence, Rhode Island 

This part of my trip was convened by Prof Peter 
Monti. I spent a day at the Veterans Hospital in 
Providence. Compared to much of the US health 
system, the Federal Government invests heavily in 
services for veterans, and it seems that some of the 
most significantly developed addiction services 
cater for this population. For both community 
I outpatient services, a 12 Step approach 
has traditionally been the foundation of 
treatment provision. However at the 
time of my visit the team were 
working towards diversifying 
r treatment strategies. 

The university has a 
significant portfolio 
of addiction 

research, with 
a strong focus 
on 


psychology. 

Of note are 
studies of 
combination 
psychological 
treatments for 
adolescents and other 
work looking at the 
ingredients of a 


im 

therapeutic sessions as a key to 
psychological processes in 
treatment. 

Yale University, New Haven 

A trip to Yale in New Haven, 

Connecticut formed the close of 
my journey. This was hosted by Prof Stephanie 
O'Malley, a psychology professor prominent in the 
alcohol research field. I was invited to visit the 
Substance Abuse Treatment Unit (SATU), a 
community team for people with substance misuse 
problems. What was particularly interesting about 
this clinic was the close relationship it had with the 
University and how research was integrated into the 
clinical services. Many of the patients who accessed 
this facility would be recruited into a clinical research 
trial and this was possible as a result of the unique 
configuration of the clinic. 

I also went to the Veterans Association Medical 
Center (VA) in New Haven. The configuration of 
services here are very similar to the VA in Providence. 
Both SATU and the VA had personnel working in 
clinical services and employed by the University 
which seemed to encourage an active integration 
between research and clinical services. The service 
included both community and inpatient treatment 
facilities. 

Since my return.... 

Since returning to the UK I have had time to reflect 
on my short tour of services in the US. I had gone 
with expectations of encountering marked contrast 
in aspects of addiction treatment and research, but I 
was struck more by the similarities rather than the 
differences. The US healthcare system is complex. I 
thought I broadly understood its ethos and 
mechanisms before I visited, but the trip challenged 
these preconceptions and really gave me a flavour of 
how difficult it must be for service users to negotiate 
treatment for themselves. 

Although I visited a range of established clinical 
services, accessing treatment remains a problem for 
large sectors of the population. My impression is 
that in this insurance based health economy it is not 
necessarily the most comprehensively insured that 
have the best opportunities for addiction treatment. 

I heard stories that in recent years insurers were 
becoming much more involved in discriminating 
mechanisms of treatment, and being discerning in 
which types of treatment they will fund. 

Crucially, this was manifest through limiting 
treatment provision based upon comprehensiveness 
of insurance cover. Clinicians frequently felt that 
although some insurers were interested in the 
quality of treatment, it was absolute cost, rather 
than cost effectiveness that appeared to be the chief 
driver. 

Thanks very much to SCAN and my hosts for this 
trip. It certainly broadened my understanding of 
addiction treatment and challenged my ideas of 
how it should be provided. Please see the SCAN 
website for my full report. 
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Substance misuse 


AMERICAN and European prison 
systems have been faced with large 
number of mentally ill prisoners. There 
are twice as many prisoners with mental 
health problems in American prisons 
than there are in mental health 
hospitals. 1 One wonders whether 
prisons are replacing mental hospitals. 
The lifetime prevalence rate of mental 
disorders including substance misuse 
disorder is 71% in England. 2 Large 
variations exist with regard to discovered 
prevalence rates of specific mental 
disorders; however 40% of all prisoners 
appear to have a substance misuse 
disorder. Of 125,000 prisoners who are 
sent to prison (on remand or after 
sentence) in England and Wales, 60,000 
are problem drug users and 40,000 have 
severe alcohol dependence. 

A quarter of inmates start using 
heroin for the first time in prison and 
about 2-4% inject in prison, 16% have 
injected, 55% share needles. 5 Cannabis 
and cocaine use is also common. In 
relation to self inflicted deaths in prison 
population, 72% had a history of mental 
disorder and the commonest diagnosis 
was drug dependence, about 27%. 4 
Drug withdrawal on admission may be a 
causative factor for self harm. The risk of 
death during the first week after release 
is 40 times higher than expected in this 
population, usually as a result of opiate 
overdose. 5 

Treatment of drug misusing 
prisoners is therefore very important, 
partly also because many prisoners have 
no other contact with treatment 
services. There is also evidence that 
heroin using prisoners treated with 
methadone throughout their 
imprisonment were less likely to die 
after release or to come back into 
prison. The treatment of prisoners with 
substance misuse problems may be 
useful in bringing hard to reach drug 
users into treatment, reducing overdose 
rates during and after imprisonment, 
reducing injecting and blood-borne virus 
infection, and preventing recidivism. 

Detoxification Unit in HMP Durham 

The substance misuse treatment service 
within HMP Durham has been 
established for four years. It provides 
comprehensive and effective substance 
misuse services to the prison population 
in partnership with other healthcare, 
Criminal Justice Services (CARAT, Drug 
Intervention Programme and Probation), 
Community Drug Treatment services, 
social care providers and the prison 
service. 
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treatment in HMP Durham 


It aims to treat 100% of those 
presenting with substance misuse needs 
and to measure and secure 
improvements in health, social 
functioning, prevent or decrease 
morbidity, disability and associated 
physical and social harms associated 
with substance misuse. 

The team consists of specialist 
medical staff including a clinical director 
(addiction psychiatrist) and specialist 
substance misuse doctors and general 
practitioners. There is one band 7 nurse 
whose main role is clinical coordinator, 
several band 5/6 nursing staff and two 
support workers. There is a prison 
governor, drug strategy coordinator and 
eight ‘detox’ officers. There is input and 
joint-working from CARAT staff with a 
manager, senior practitioner, Lifeline 
staff and CARAT officers. Additionally, 
there is support from pharmacy staff. 
The Clinical Director provides guidance 


and advice regarding any prescribing 
issues. 

All clients with drug or alcohol 
problems following basic health care 
undergo a triage assessment to 
determine seriousness and urgency of 
problems which is carried out by 
nursing staff. A urinalysis is done for 
opiates/amphetamines/cocaine/ 
methadone/benzodiazepines/cannabis, 
and also buprenorphine, if use is 
discussed by the client. The specialist 
clinics are run by medical staff on 
weekdays, and out of hours and 
weekend cover is provided by the duty 
medical practitioner. 

Methadone and lofexidine are 
available for opiates. Lofexidine is used 
where a client requests not to go on 
methadone maintenance when clinically 
appropriate. Once a stable dose of 
methadone is achieved as per individual 
need, the client will remain on this dose 


with regular reviews. Methadone 
prescribing is under supervision and 
buprenorphine is not prescribed. 

For alcohol, chlordiazepoxide is 
available on a seven day reducing 
regime, extended to 10 days if 
necessary. Vitamin B and thiamine is 
also prescribed. If there is evidence of 
delirium tremens or hallucinations, 
Pabrinex is prescribed intramuscularly 
along with increased chlordiazepoxide. 
Transferral to hospital is arranged if the 
condition does not improve. 

Support is available from the 
CARAT team during the prison stay; a 
referral can be made at any time for 
CARAT support if previously refused. 
The CARAT senior manager arranges a 
follow up appointment for those who 
wish to engage with a Lifeline worker. A 
variety of one to one and group work is 
available and is facilitated by a multi¬ 
disciplinary team e.g. overdose 
awareness, auricular acupuncture, drug 
& alcohol awareness, blood-borne 
viruses etc. 

Non-compliance with treatment 
does not automatically result in 
prescribing being discontinued. The 
nurse will review and assess situations. 
However, the client is alerted that 
continued non-compliance might result 
in reduction in prescribing and full 
detoxification might be considered. 
Between appointments, detox 
officers/nurses and CARAT workers 
provide outreach work to prison wings 
and support, reporting any issues. 

Clients with continuous illicit 
substance misuse and not on any 
regime are encouraged to work with a 
CARAT worker who will motivate and 
help an individual to look at positives 
and negatives of continuing substance 
misuse. Any concerns regarding 
potential overdoses are managed by an 
overdose protocol, with the ability to 
transfer the client to the hospital wing. 
The clinical services liaise with the 
CARAT team to avoid duplication and 
increase communication. 

There is an existing working 
relationship between HMP Durham, 
community drug teams and DIP Teams. 
Planned discharge arrangements are 
facilitated by the prison substance 
misuse team by phoning or faxing 
GP/community teams to advise of 
known discharge dates and ensure 
continuation of prescribing by 
community teams. The same principle 
applies to those moving between 
prisons. 

As for clients with comorbid mental 



Dr Zarrar Chowdary, 
Specialist Registrar 
in Addiction 
Psychiatry, Durham 
and SCAN SpR. 
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THREE VIEWS 

An ethical dilemma involving... 


Prison treatment 

illness, the substance misuse nurse 
liaises with a mental health nurse, who 
carries out an assessment, and support 
and further assessment is offered by a 
forensic psychiatrist leading to 
treatment or transfer depending on 
need. There is no close liaison work 
between the mental health team and 
substance misuse team addressing the 
needs of clients who have psychiatric 
co-morbidity. 

The future 

The funding for development of 
Integrated Drug Treatment Services 
(IDTS) has been approved for a number 
of prisons in England and Wales, 
including HMP Durham. It aims to 
provide better targeting of interventions 
to match individual need, intensive 
CARAT support during the first 28 days 
of intense clinical management 
(psychosocial support), for all clients, 
enhanced joint working to avoid 
disrupting continuity of care. However, 
it appears that CARAT target only drug 
misuse and surprisingly exclude alcohol. 

The needs of clients with substance 
misuse problems appear very complex 
and comorbidity with mental illness is 
very high. 7 At present, the substance 
misuse team and mental health teams in 
prison have separate goals and 
philosophies and poor liaison between 
them. There is a clear need to improve 
that interaction between services, as it 
results in dual diagnosis patients not 
interacting with either. 8 As there are 
clear links between substance misuse 
and mental illness, there is also a scope 
of training opportunities for trainee 
psychiatrists, as current training 
structure does not typically address this 
area of serious need. 



Addiction 
Psychiatry 
meeting for 


appointed 

consultants, 


12/13 June in 


Bath. Details 
on back page. 

ShiIw! 


The service 

The service is based in a large urban conurbation. It primarily offers substitute opiate 
prescribing (70% methadone, 30% buprenorphine). It has always reached the national 
standards for time into treatment as well as retention rates. The team has an active outreach 
service, liaising with the working women's service, homeless healthcare, and the local 
psychiatric inpatient unit. It is currently developing a new rapid prescribing service as the 
single entry-point to the service and has an established separate service for the criminal justice 
system. On the downside, the team base has long been acknowledged as inadequate, with 
insufficient interview space, and a lack of privacy which has been complained about by service 


A service user's perspective 

Gary Sutton, Release, Head of Drug Services 

The initial problem here is to assume the service user representative/ 
advocate is in possession of this level of knowledge about delivery 
difficulties. The question is almost impossible to answer as even the 
most transparent and congruent service would be unlikely to flag up 
this lack of operational competence below upper managerial level. 

Disclosure to a service user representative may be seen as 
unnecessary and possible grounds for a complaint (e.g. kept out of a 
treatment episode with serious consequences by needless triage) 
further compounding the problem. Is the user rep likely to find out 
what has occurred through a DAT forum? If we assume that the waiting 
list data is accurate, the discrepancy may not impact too dramatically on 
current service users, although one upside is an awareness that client 
throughput is high. Is this to do with completion, onward referral to 
shared care, drop-out or exclusion? 

I would also want to consider and audit the reasons for the ‘closed 
cases’ being closed. This has clear implications for the quality of service 
that is being delivered and the strength of the practitioner/client 
relationship. We seem to be assuming that a in situ manager would 
have picked up the problem but I would be concerned that no deputy, 
no prescriber, keyworker or receptionist noticed any anomaly 

As a service user rep I would be concerned that the additional 
workload would not have a negative effect on the time/resources 
invested in the people I represent. Would there be less time per 
existing client? As the service has been running below capacity will any 
of the services be ‘rationalised’ to create room for the current shortfall? 

I would also be anxious that the drive towards meeting capacity targets 
is managed responsibly and a competent manager gets into post at the 
first opportunity, fully appraised of past failings and the limitations and 
expectations that now exist. 

The importance of creating a therapeutic environment where 
clients feel confident and empowered will depend on the setting: a 
situation that is already in need of attention here. Involving service 
users in a satisfaction survey around access and some outreach work 
with hard to reach clients maybe beneficial. It does seem very worrying 
that this situation was not picked up from within, which asks difficult 
questions about the service that would certainly exceed the negative 
consequences of medium/ long term managerial absence. 

In meeting this year’s targets, it is vital to consider-what is the real 
target? Should the service accept errors have been made and go for a 
tick box fix, or begin to build a service that meets local needs by 
tackling the key areas of weakness (management, IT and location 
particularly), get input from key stakeholders including service users, 
and consider the unacceptable cost of providing a sub-standard service 
from the widest viewpoint? From a service users’ perspective the 
‘targets’, beyond the ramifications listed, will appear largely irrelevant. 
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users and staff alike. The IT system has also been identified as "not fit for purpose", compared 
with other (primary care) systems. More recently this large team has been without a manager 
for eight months (due to sickness) without replacement. 

The dilemma 

The DAT target for this year is for 1,000 people to be in treatment. A mid-year review of the 
process data for the service identified discrepancies between the data sent to the local DAT 
and that sent to the NDTMS. This had come about by closed cases not being removed from the 
system and some clients seen for triage but not in treatment being placed on the system. The 


outcome was that where clinicians believed that 900 people were in treatment and they 
were on course to meet their targets, the reality was that only 700 people were in 
treatment. 

This has a substantial impact on the service's ability to meet the DAT's targets 
for the year, and the DAT's status goes from green to borderline red. 

The question 

Is it ethically acceptable for the service to meet this year's target knowing that in doing 
to the care of existing patients may be compromised? 


The clinician's answer 

DrJudy Myles, Senior Lecturer in Addictive Behaviour and Honorary 
Consultant Addiction Psychiatrist, St George’s, University of London 
and SCAN consultant psychiatrist policy adviser 

Firstly there should be no cost to the existing patients. The clinician’s 
responsibility is primarily to deliver quality treatment and care and any 
suggestion for that to be compromised should be strongly resisted. 
Often the pressure to perform new activity ignores the needs of 
existing caseloads and leaves staff feeling over burdened and, at worst, 
de-motivated. Similarly simply ordering an increase in case loads to 
extend capacity if indeed the team is already working to capacity, may 
have the same effects. However, given that the service has been 
without a manager for some considerable time, it is worth looking at 
the caseload of individual staff to identify any un-used capacity that may 
exist. 

The host organisation, in this case the NHS Trust, should be 
immediately made aware that the existing shortfalls in resource to the 
service, particularly the absence, without replacement, of the manager, 
and the inadequacy of the IT system, are factors that have 
compromised the accurate return of activity data. There is also an issue 
as to who is responsible for the accuracy of data submitted to the local 
DAT, usually the service manager, and who has discharged that 
responsibility in the manager’s absence. 

Closed cases, by definition, have been discharged, so there has 
been a clinical decision to discharge from treatment. Again this would 
appear to be a managerial rather than a clinical issue, although 
pressures for completion of other data sets and for supporting 
increased activity often impact on the accuracy of such data recording. 
It might be worth checking the returns, or asking the Trust’s audit 
department to recheck the activity returns, to make sure the under 
performance is real or in fact an error in recording or analysis. 

It is important to meet the target if that level of activity has been 
agreed as appropriate to the funding because there is a real risk, in 
today’s financial climate, that the funding would be reduced. However 
the additional resource necessary to achieve the target needs to be 
identified in both clinical and non-clinical terms and the Trust asked to 
support the additional temporary resource. There should not be a cost 
to the staff of the service but that will need explicit leadership from the 
consultant alone, which is not ideal, in the continued absence of a 
manager. 

I would be interested to know whether the Service Level 
Agreement negotiated with the DAT involved any clinical input, 
particularly as the resulting problems have to be resolved clinically 
Perhaps the Trust should be encouraged to involve clinicians in such 
negotiations in the future. 


A DAT co-ordinator's response 

Dr Richard Wiles, DAAT Coordinator, Wandsworth DAT, Wandsworth 
Borough Council 

Communicate with the DAT. Whilst they are scarcely likely to 
welcome the ‘disappearance’ of 200 clients through a clerical error, 
they will be far more tolerant if you are open and honest with them 
about what has gone wrong. Hkewise, any response you come up 
with must be one that is shared and agreed with the DAT. You have to 
take clinical responsibility for the course of action you adopt, but the 
DAT will have to be able to explain and justify it to the National 
Treatment Agency the Strategic Health Authority and the regional 
Government Office. 

Be realistic about what you can achieve. Given the size and scope 
of the service you offer, you may well be able to increase the number 
of clients entering treatment, but don’t promise an increase in 
numbers that would lead to an unacceptable reduction in clinical 
quality or patient experience. DATs are also concerned with waiting 
times, retention rates, planned discharge rates and uptake of harm 
reduction interventions, and should receive regular feedback from 
service users. 

Whilst a drop in the reported numbers in treatment will be a 
serious concern, you will be in far more trouble if your attempts to 
bring the number back up to target lead to your service being seen as 
performing poorly against this wider set of measures. 

Consider value for money In the longer term, you need to 
consider the impact of the reduced numbers you are reporting on 
the unit cost of treatment you offer. This is an issue to which DATs 
will be paying increasing attention in coming years. Put bluntly, your 
DAT thought the money paid to your service was funding treatment 
for 900 clients. Now they have discovered you are treating only 700, 
the apparent cost per case has increased by 28%. If you are to retain 
the DAT’s funding, you need to look carefully at your costs and make 
sure that, despite this, they compare favourably with those of other 
services with similar activity and outcomes. 

Make sure it doesn’t happen again! 

From the account you have given, it seems likely that your parent 
organisation believed it was saving money by not providing cover for 
the long-term sickness of the service manager and not investing in 
adequate IT services. They need to understand that these ‘economy’ 
measures have imperilled a major contract, and that the risks 
associated with such skimping can outweigh the money saved. 
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HOW TO GET STARTED IN RESEARCH 


How to publish your addiction research 


Dr Christos 
Kouimtsidis, 
Consultant 
Psychiatrist NW 
Herts Community 
Drug and Alcohol 
Team and 
Honorary Senior 
Lecturer in 
Addictive 
Behaviour and 
PhD student, St. 
George's 
University of 
London 


I was pleasantly surprised to receive an 
invitation from SCAN to prepare this 
paper. I consider myself at the early 
stages of my career and I have recent 
memories of the feelings associated 
with the first effort to publish. During 
my training I worked for two years as a 
lecturer in a busy academic department 
and was involved in research and 
supervised by senior colleagues in the 
field. I am currently writing up my PhD. 
What I am going to share with you is 
my experience as a clinician in 
addiction psychiatry of how to publish 
research work and pass on some tips 
that I have found useful in the past. 
There are different types of work that 
you can publish and we will look into 
each one of them separately. 


Case reports 

This is the type of experience that clinicians 
have every day. It is obvious that it is 
difficult to generalise knowledge from one 
patient and his management, therefore 
case reports are very difficult to publish and 
several journals do not accept them. One 
might ask "What type of case is more 
publishable?" Maybe we have to rephrase 
and ask: "Which case would be beneficial 
to share with other colleagues?" And the 
answer is that it should be cases that 
genuinely advance knowledge. 

The first step (common to all research 
and academic work) is the review of 
existing literature. The problem here 
though is that individual cases tend to be 
unique and therefore you might not be 
able to find any previous published 
literature that relates to the 
case before you. A good 
starting point is a 
text book. 
Although the 
knowledge 
in any 



textbook tends to be out of date by the 
time that it reaches you, if your case is rare 
then the textbook will offer a good 
summary for the knowledge so far. A 
literature search will then hopefully add to 
your thoughts. The next step would be to 
have discussions with other colleagues and 
if possible with experts in the field. I think 
following publication of three case reports I 
can say with confidence that in order to be 
successful you need to: 

• Keep the balance between caring for 
your patient and satisfying your ambition 

• Review as thoroughly as possible what is 
known so far 

• Discuss it with senior colleagues that 
have more experience than you 

• Reduce all those factors that could affect 
the generalisability of the case. 
Assessment, diagnosis and management 
have to be highly structured and specific 

• Get permission from your patient. Do not 
forget to ask for written consent 
although you have to take all necessary 
measures to protect his/her identity. 

• Decide on the focus of your paper. Rare 
presentations are multifaceted and 
present multiple challenges. Choose the 
main point you want to make and the 
reason why the case should be published. 

Following your first draft think once more 
as a clinician. Try to identify any gaps. 
Consider another interview with your 
patient to fill in those gaps. If possible give 
him/her a copy of the article. 

Although this type of evidence is the less 
valid than studies with multiple patients, 
and is difficult to publish, you might be 
surprised about the effect and the 
attention that it might get. 

Audits 

There is much debate about the differences 
between audit and research. But audits can 
often advance knowledge and provide new 
insights into clinical practice in the same 
way that more "pure" research is able to 
do. This is also the type of clinically related 
enquiry that most clinicians are involved in. 
From the early days of our training we are 
expected to audit our practice and 
most of us have done plenty. How 
many of those did we really want 
to do? Did we understand their 
clinical importance, or learn 
from the results? A good audit 
is a powerful clinical tool and 
although its recommendations 
are mainly locally relevant, if 
published it can help other 
colleagues to learn from 


your experience and possibly proceed with 
their own audit. Usually audits with both 
cycles completed are more publishable. 
When you design your audit you have to 
consider in advance about possible 
submission for publication. Therefore you 
have to be systematic. Your protocol has to 
be explicit. You have to be thorough with 
data collection and analysis of the results. 
The recommendations have to be clinically 
relevant and clear. You have then to follow 
up implementation of the conclusions of 
the audit and proceed with the second 
cycle. 

The paper should be based on the 
report. Dissemination of the report should 
be as extensive as possible. Be open to 
criticism and be ready to address the points 
made by others. You can use the 
publication process as a method of peer 
review. 

Audit reports tend to be relatively long 
with a wealth of details relevant to local 
population, needs and services. The paper 
submitted for publication has to be shorter 
and usually focused on specific aspects of 
the report. Re-write it and stay focused on 
the arguments that you want to present. 

Higher degree dissertations 

Here I will share my experience as a tutor 
of MSc students and being a PhD student. 
As with audit you need to be clear in 
advance of what the aim of your research 
is. If publication is the aim then you have 
to take this into account from the early 
stages of protocol development and 
methodology. 

Advice from your supervisor is crucial 
but it is you who has to be clear from the 
beginning that will necessitate extra work 
and effort to get your research published. 
There are several barriers and factors that 
can make a good dissertation un¬ 
publishable. 

There are ways to overcome these 
barriers following completion of your 
degree, if the methodology is sound. 
Limited time to recruit, leading to 
inadequate sample size or recruitment 
from only one site are very common. 
Analysis of results might be restricted in 
particular in a qualitative research project. 
Again following completion you might 
have to re-work the analysis. 

Fundamental steps leading to 
publication include (i) choosing a topic that 
you are honestly interested about to invest 
a lot of your free time beyond your degree; 
(ii) thorough literature review; and (iii) 
sound methodology. 
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Small research projects 

This is the type of project that you might 
lead or get involved at the early stages of 
your career as a trainee or clinician. There 
might be no funding attached to the 
project and successful completion will 
depend on your enthusiasm and 
commitment. My experience has been that 
small projects are more successful if they 
are conducted within a team. Clear 
allocation of responsibilities at the 
beginning including data collection, 
analysis of results and writing up is 
essential. Make sure that all colleagues are 
clear and happy with publication 
arrangements before the project starts. 

Randomised control trials and funded 
projects 

I have grouped those two types together 
because RCTs are expensive and therefore 
possible only when funding is available. It is 
rare to be the lead applicant for a funded 
RCT in the early stages of your career. It is 
likely that you will be part of a larger team 
of researchers and you will have a specific 
function within the project. It is important 
to be clear about what your role in the 
project is and, as with all other forms of 
research publication, to be clear at the 
outset about who is going to author 
papers arising from the study. 

Most journals now insist that only 
people who have been directly involved in 
the project should be authors and some 
journals require that each author's 
contribution is specified either in a 
declaration or in the paper itself. All the 
named authors on a paper should sign off 
the final manuscript before it is submitted 
to a journal. The days of so called "gift 
authorship" are hopefully now over. 
Sometimes large research groups will sign 
a paper as "the Whatever Research 
Group" listing the contribution of the 
individual authors in an annex. 

How to find the right journal 

Keep in mind that the publication process 
is very long and might last for several 
months or even years. Now you need to 
decide about the appropriate journal to 
send your paper. There are several choices 
which can be grossly categorised as... 

• Those you read 

• Those with high impact factor 

• Those more relevant to your subject 
In other words, you need to choose a 
journal that covers the topic of your work, 
or publishes research with similar 
methodology. It is crucial to choose a 


journal that is peer reviewed and has as 
high an impact factor as possible. Ideally 
the above factors should be combined. For 
instance the journals you read should 
reflect your special interest, which should 
be similar to the area of your research work 
(not always my case). But the reality can be 
distant from the ideal situation. 

You need to familiarise yourself with 
the journal. Check the specifications of the 
journal and its instructions to authors. 

Have a look into previous issues of the 
journal. Check from your reference list 
where your references have been 
published. 

It is a good idea to try high impact 
factor journals first, assuming that they 
are relevant and publish projects of similar 
methodology. Be prepared to be rejected - 
high impact journals have a high rejection 
rate. It might be comforting to know that 
a lot of experience in research and writing 
is required in order to publish in these 
journals. There are advantages in aiming 
high. High impact journals usually accept 
submissions electronically, have a quick 
system of filtering by the editor and 
therefore even if your paper is rejected at 
this early stage and is not sent for peer 
review, you might receive very fast and 
very informative feedback about your 
work. 

To maximise the chance of publication 
it is important for your paper to be written 
in a clear and concise way. If the journal 
has a word limit on articles you need to 
stay within it otherwise it may be returned 
to you without further review. Many 
people find it more difficult to write 
concisely than to write papers of novel 
proportions, such is the author's level of 
interest in his own work. But this 
enthusiasm for detail and discourse may 
not be shared by journal editors! 

Practical issues about submission 

Most journals either accept electronic 
submissions or at least have a web page 
with guidance to authors. You can also 
access previous copies and check how 
appropriate the journal is. If the journal 
accepts online submissions it is important 
to become familiar with the process and 
prepare in advance certain components 
before you go online. A statement from 
the authors, format, subheadings and 
reference style are the usual ones. 

Dealing with feedback 

You now have feedback from the editor 
and/or comments from the reviewers. 


Some editors are very supportive even 
when rejecting an article and may advise 
you of changes needed to improve the 
chance of publication, or even a more 
appropriate journal. Read these 
comments carefully. You might feel 
frustrated that your work has been 
rejected, but you have to overcome this 
frustration. Share these comments with 
your co-authors. Improve your 
manuscript by addressing the issues 
highlighted. Some comments might be 
conflicting. 

You might find others irrelevant or 
perhaps feel that they did not understand 
your excellent work. Be patient and 
consider that they are the experts. 

Perhaps you have not explained your 
work sufficiently clearly. They have 
nothing personal against you (they often 
receive manuscripts anonymised). You 
might have to refocus or even re-write 
your paper. Be willing to invest more 
time. You might have to submit your 
work to several journals before it is 
accepted. 

Sometimes, the referees have clearly 
misunderstood something in your paper 
and have criticised or rejected it on that 
basis. Talk to senior colleagues and plan 
how to respond to this. Sometimes 
journal decisions should be challenged. 
However, bear in mind that a journal 
editor's decision is final. She is under no 
obligation to accept your paper. So if you 
plan to challenge a decision, be calm, 
clear and rational and, above all, polite. 
This goes a long way. 

Usually the first stage is acceptance 
depending on revision. The editor might 
make the decision herself following re¬ 
submission (with a few minor alterations) 
or might have to send it back to 
reviewers for the final decision. 

If English is not your first language 
(as in my case) ask one of your co¬ 
authors or colleague with English as their 
first language to edit the final draft. 
Although some minor syntactical 
mistakes won't determine the future of 
your manuscript, incomprehensible 
English and spelling mistakes can cause 
frustration to reviewers and editors, and 
as a result a recommendation for revision 
could easily become a rejection. 


So in conclusion, writing and publishing 
your research is hard work that requires 
skills (that improve with experience), 
enthusiasm and commitment. 
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Sawa S (eds) Publishing 
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ISAJE/WHO co¬ 
publication). Pp 204. 
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(3rd Rev.). BMJ Books, 
London. ISBN-13: 
9781405167734. 
www.blackwellpublishin 
g.com/Medicine/bmj/ 

The International 
Society for Addiction 
Journal Editiors runs 
periodic courses on 
publishing in addiction 
science. 

www.parint.org/isajewe 

bsite 


SCANbites | WINTER 2007 15 







BACK PAGE 


EVENTS 


New SCAN team 
administrator 

SCAN wishes to welcome 
Rebecca Murchie, the new 
team administrator. She is a 
New Zealander from 
Christchurch, and joined the 
SCAN team in October 2007 
after a temporary 
administrator post in the 
Standards and Inspection 
team, at the National 
Treatment Agency for 
Substance Misuse. Rebecca 
has a BA in Psychology from 
the University of Canterbury, 
and 

previously 
worked in 
New Zealand 
for Academy 
Publishing as 
an Advertising 
Consultant. 
Rebecca 
has been an asset to the team 
during the past few months, 
as we enjoy becoming 
accustomed to having a full 
compliment of staff again. 



2007/08 Healthcare 
Commission / NTA 
Substance Misuse 
Service Review 

As part of the Healthcare 
Commission/NTA joint three 
year programme of reviews, 
the 2007/8 assessment 
framework has been 
developed and the data 
collection process will start in 
February 2008. 

Local drug partnership 
and all tier four service 
providers will be assessed in 
relation to the extent to which 
various parts of the treatment 
system accommodate the 
diverse needs of local 
populations across the full 
range of service provision and 
the commissioning and 
provision of tier 4 services 
(inpatient detoxification and 
rehabilitation interventions) 
Information updates can be 
viewed at www.nta.nhs.org.uk 
/areas/standards_and_inspectio 
ns/default.aspx or by 
contacting substance.misuse 
@nta-nhs.org 



SCAN Addiction 
Psychiatry meeting 
for SpRs and newly- 
appointed consultants 
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Planning is now underway for this annual meeting which will 
take place on Thursday 12th and Friday 13th June at the now 
familiar Francis Hotel, Bath. This is becoming the signature 
location for the annual event, and provides a beautiful setting 
for SpRs to learn and network. 

The event will commence on Thursday afternoon, and runs for 
one and a half days, with one night’s accommodation and a 
conference dinner. 

As the title suggests, this conference is open to all SpRs who 
are interested in pursuing a career in addiction psychiatry, 
whether currently in an addiction post or not. Logically, this 
covers the new ST grades 4-6, as well as clinicians recently 
appointed to, or new to the role of consultant psychiatrist in 
addiction. 

The programme is set to include the contrasting 
experiences of new and experienced consultant psychiatrists in 
addiction; service management issues including 
commissioning; clinical leadership; service delivery, particularly 
contingency management, from the new NICE psychosocial 
guidelines and its implications for the field, as well as the 
revised 2007 Clinical Guidelines and advances in 
pharmacology. More information will be available in early 
2008, when the conference committee has finalised the 
details. 

Amy Wolstenholme, SCAN Co-ordinator 
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source. Therefore no liability is 
accepted for any loss or damage 
caused due to any action/inaction 
taken as a result of its contents 
(except for personal injury arising 
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Copyright in SCANbites belongs to 
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rights in SCANbites are reserved. 



Rojral Colfege 
<A Psychiatrists 


Nations! Treatment Agency 
for Substance Misuse 


SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the 
National Treatment Agency for 
Substance Misuse. 


Regional Networks (dates known so far) 

• West Midlands: Monday, 21 January 

• South West: Friday, 25 January 

• Eastern Region Addiction Forum: 

Friday, 22 February 

• North West Regional Meeting: 

Monday, 3 March (tbc) 

• East Midlands: Friday, 7 March 

• Hampshire Addiction Specialists: 
Thursday, 27 March 

• NICE Guidance and the updated Orange 
book - West Midlands Government Office 
Wednesday, 23 January (other eight 
regions completed late '07) 
patricia.wright@nta-nhs.org.uk 

0121 352 5075 


National Events 

• British Journal of Hospital Medicine 

Child and Adolescent Addiction: Risks, 
consequences, treatment and 
management (CPD approved) 

Institute of Physics, London W1 
Monday/Tuesday 10/11 March 
www.mahealthcareevents.co.uk 
01722 716007 

• 2008 National Drug Treatment 
Conference Thursday/Friday 13/14 March 
2008 Glasgow Radisson Hotel. 
www.exchangesupplies.org/conferences/ 

N DT C/2008_N DT C/intro, html 

01305 262244 

• Royal College of Psychiatrists Faculty 
of Addictions Annual Residential 
Meeting Thursday/Friday 1/2 May. 
Novotel, Amsterdam. 
sfricker@rcpsych.ac.uk 

020 7235 2351 x145 

• SCAN Addiction Psychiatry meeting 
for SpRs and newly-appointed 
consultants Thursday/Friday 12/13 June, 
Francis Hotel Bath Rebecca.murchie@nta- 
nhs.org.uk 020 7261 8706 

International Events 

• IHRA 19th International Conference 
(Barcelona) 11-15 May Palau de 
Congressos de Barcelona, Montjuic 1, 
Avenue de La Reina Maria Cristina, 
Montjuic, Barcelona, Spain Apply at 
www.ihra.net/Barcelona/Home 

• NIDA Blending Addiction Science and 
Treatment - The Impact of Evidence- 
Based Practices on Individuals, 

Families and Communities 2/3 June, 
Cincinnati, Ohio pintos@mdru.uc.edu 
www.NIDABIendingConference.info 

• CPDD (College on Problems of Drug 
Dependence) 70th Annual Meeting, 

14-19 June San Juan, Puerto Rico 
www.goldreg.com/cpdd2008 

• 2008 Joint RSA/ISBRA Scientific 
Conference (Research Society on 
Alcoholism 23rd annual scientific meeting) 
28 June - 3 July, Washington DC (Lecture 
Series will be held on 27th and 28th June) 
DebbyRSA@sbcglobal.net.com 
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